article
In our article in the previous issue of Advances (Adshead 2012) , we drew on results from neuro psychiatry and animal studies to propose a model of how psychological therapies 'work' in practice. We suggested that dysfunctional mentalisa tion is an essential feature of psychological disor ders, and that psychological therapies improve mentalisation because they change underlying neuronal structures in different parts of the brain that regulate the experience of the self. Here we review techniques for enhancing mentalisation and discuss the implications for services and training. Howard (1993) argued that change in psycho logical therapies involves a phased process of remoralisation, remediation and rehabilitation. On the basis of this model, we suggest that what changes in psychotherapy (perhaps as part of the rehabilitation process) is the capacity to have thoughts about the experience of the self and others, and to take these seriously. This may be understood as the continuing process of keeping mind in mind, or mentalisation (see Allen et al (2008) for a fuller exposition of this position). Alternatively, it may be seen as the strengthening of a complex set of cognitive capacities or meta cognition (Lysaker 2005) .
What changes in psychotherapy?
Key to both these concepts is an enhanced capacity for accurately appraising (perceiving, encoding, retrieving) the states of one's own mind; this is a kind of calibration process, the results of which are most effectively assessed through linguistic analysis of narratives (e.g. Fonagy 1998; Ensink 2003) . Although it should be acknowledged that there is scepticism about such overarching constructs and measures (Holmes 2005; Semerari 2005; ChoiKain 2008) , it may nevertheless be reasonable to suggest that the specificity of psychotherapies arises not just out of the content of the mentalising focus (specific thoughts or feelings), but also out of the level or complexity of mentalising function demanded by particular psychotherapeutic approaches, from basic selfmonitoring and awareness of selfstates to more complex tasks, such as making inferences about the intentions of others and both second and thirdorder thinking.
The process of change: psychotherapies as environmental stimuli
Neuronal development in infancy depends on environmental stimulation. Early studies with animals demonstrated the importance of early external stimuli for the functional development of perceptual systems. Later animal studies showed that social environments (i.e. inputs from carers or peers) are important in the development of neuronal cytoarchitecture, and that early social deprivation damages the development of neural networks in the parts of the brain that regulate social function (Kraemer 1992 ).
Kandel's original work demonstrated the effect of learning new information on gene expression for proteins active at neuronal synapses involved in hippocampal networks (Kandel 1999) . Similar studies have examined how hippocampal gene expression is affected by childhood experience of stress and medication (e.g. Alfonso 2006; Szyf 2008) . There is evidence from both animal and human research that the expression of a gene affecting arousal regulation is directly affected by the caregiving environment in which the affected individual is raised (Barr 2004; Caspi 2006) .
Other research suggests a direct effect of external stimuli on brain plasticity. Early experience of pain affects the sensitivity of children to pain, suggesting that early stress experience fundamentally alters the rate of firing How mentalisation changes the mind †
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Summary
In this article, we offer an account of how various psychological therapies address dysfunctional mentalisation and identify pitfalls of therapy that could lead to an impasse or even to negative consequences associated with psychological treatment. Some practical recommendations follow from our model, particularly in relation to the careful monitoring of the intensity of the patient's attachment and the use of interventions aimed at promoting mentalising.
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None. Fonagy & Adshead of pain neurons in a way which persists over time (Hermann 2006) . Fear and pain experiences affect the development of the neural architecture of the right orbitofrontal cortex; the neurohumoral stress responses to pain alter the rate and degree of arborisation and dendritisation of developing neurons, affecting the organisation of neuronal networks. Such pathological disorganisation persists into adulthood, resulting in affective dysregulation and impaired neuronal connections between the frontal executive neocortex and the limbic system (Schore 1996 (Schore , 2001 .
In adulthood, pain responses can be altered by external perceptual stimuli such as reassuring words or visualising images that, by a learning process, induce the expectation that pain will be reduced (Benedetti 2005; Colloca 2008) . Such studies are consistent with the work of Ramachandran & Blakeslee (1999) on the relief of phantom limb pain. By presenting images of the unaffected limb to the brain on a repeated basis, patients can alter their neural maps of how the affected limb is represented in the brain. The way they 'see' their limb in their internal world can be altered by repeated learning tasks, which (presumably by new gene expression) facilitates the development of new neural growth in the brain. Doidge (2008) speculates that in reflective therapies, the patient is either (a) repeatedly presented with new verbal images of himself in relationships or (b) learns new information about images from nonverbal implicit memory systems which have been transferred into verbal explicit systems during the process of therapy. This new information acts as a stimulus to gene expression of protein synthesis, allowing new synaptic connections to be made, which then results in a change to associated neural networks.
changing your mind
Psychotherapy
Psychotherapeutic techniques are effective because they change both minds and brains. We believe that the talking therapies exercise their therapeutic effects via a benign impact on mentalisation (Allen 2008) . Consider the example in Box 1. Here a person in distress uses both the reflective process and the cognitive review process in group therapy to do a number of mentalising tasks. First, she identifies her selfexperience, and then names and considers both feelings and thought. Next, new information from the environment stimulates new thoughts and experiences, and any temporary related affective distress is validated, supported and explored. The patient considers both her own conscious intentions and those of others, but also is invited to reflect on parts of her mind that she cannot see, but others can. In this way, she is able to take a different perspective on her own distress, which gives her options in terms of her interpersonal functioning.
Attachment
The therapy process, however, begins with attach ment to a secure base from which mentalising can occur. Psychotherapy across a range of modalities attempts to enhance mentalisation, in part by activating an attachment context, which in humans (as we have seen) provides the relational basis for finding out about minds: our own minds as well as those of benign others. Numerous inter personal features, which are present to a degree in all forms of therapy, are likely to elicit the universal dynamic for creating affectional bonds described by Bowlby (1977) . Bowlby (1969) attributed the strength of this need to the extended period of immaturity in human development where the urgent subjective need for interpersonal proximity, triggered by fear, serves the evolutionary function of ensuring the child's safety. According to Bowlby (1988a) , attachment to a particular individual continues to be created in adulthood, especially in those situations where caregiving is elicited. Reciprocal careeliciting and caregiving activates the behavioural system for attachment.
So attachment is likely to be powerfully activated by any situation where an individual in distress requires assistance with selfregulation Box 1 Clinical example from an out-patient therapy group A professional woman in her 30s comes for group therapy. She tells of her physical and emotional abuse at her mother's hands. She presents as helpful and solicitous to others in the group. She repeatedly and tearfully complains that senior colleagues at work are 'mean' to her. She becomes distressed and angry when it is suggested that she is competitive with other female group members and when another female group member (very similar to her) is hostile to her in the group.
Her 'cover' story is that of being a victim of the 'meanness' of others. But what also appears is the problem of being 'mean' herself (i.e. ordinarily angry, paranoid and competitive). The process of group therapy allows her to tell a different story; a story of being an angry and fearful girl, who has grown up to be an angry and fearful woman. She can see how she unconsciously gets into competition with others and how 'mean' she feels when thwarted or disregarded.
By voicing these aspects of herself, she acquires more sense of agency over them. She experiences a reduced sense of being a victim of others; and an improved sense of control over her 'mean' feelings. Her new story of herself is that although she experienced fear and neglect in the past, she survived. She does not have to be a victim with a secret mean streak; she could be an actor with the potential to change. After discharge, she was asked whether she had changed -she said: 'I'm the same person, I just think completely differently about myself'.
(Published with the patient's informed consent)
How mentalisation changes the mind from an identified caregiver. Attachment is further activated by extensive discussions of current and past attachment relationships, which intensifies internal working models of attachment relationships. This means that any psychological technique that explores affects, cognitions and memories will stimulate the attachment system, and provide the psychological framework for mentalising.
Improved mentalisation
There are a number of ways in which the therapist offers assistance with mentalising. First, the therapist helps with the patient's regulation of affect, most often through contingent marked responding to the patient's affect (Box 2) and by creating a safe and sensitive interpersonal environment (Gergely 2007) . Next, regardless of orientation, the therapist explicitly creates alternative perspectives on mental experience in the context of the therapeutic encounter, whether by interpreting the transference or while recovering from misunderstandings or ruptures of the therapeutic alliance. In general, the therapist has the overarching goal of generating a safe and sensitive interpersonal environment that assists with the patient's regulation of affect.
In some treatments, the therapist explicitly encourages the patient to develop an attachment bond to the therapist or the therapy programme. Although this may hardly be necessary for some patients, other patients may struggle to engage with therapy, and avoid treatment and the attach ment entailed (Dozier 2001; Tyrer 2003) . Attachment within therapy is usually achieved through implicitly implemented verbal and non verbal strategies (there is 'therapese' in much the same way that most mothers quickly learn to speak 'motherese' to their infants). In the context of group therapy, the therapist may also attempt to engender attachment bonds between members of the group, and with the group as a whole (Glenn 1987) .
all psychological therapies enhance mentalisation: schools and techniques
We believe that the different schools and techniques of therapy have more in common than is often suggested, in terms of both aims and outcomes. Most therapists are explicitly committed by various formalisations of their practice to help clients to connect their feelings with thoughts. Within psychodynamic treatment this can be operationalised as overcoming the splitting of affect and cognition (and creating what we have called mentalised affectivity or the feeling of feelings). Addressing imbalances in all the components of mentalising may be a generic characteristic of different psychotherapeutic modalities. For example, the therapist may work to move the patient from implicit-automatic mentalisation to explicit-controlled mentalisation by challenging automatic assumptions made by the patient. This technique is as common in cognitive-behavioural therapy (CBT) as in the dynamic therapies.
Psychotherapists across all orientations commonly work to elaborate the patient's internal representations of their own and other people's mental states. They might do this by casually challenging superficial judgements about people based on appearances made by the patient or pursuing the meaning of such assumptions in the context of a more reflective, psychoanalytic treatment. Differentiating self and other in psychotherapy is a nontrivial goal, precisely because the patient in treatment is trying to find themselves in the mind of the therapist, to achieve the 'recalibration' of internal experience we referred to earlier. In the therapeutic process, this may be tantamount to explicitly adopting the perspective of the other on the self (as is indeed often explicitly manufactured in systemic psychotherapy through roleplay) or by working hard to arrange the setting so that the disorganising impact of the other on the self is minimised (as in the use of the couch in classical analytic techniques).
Cognitive therapy
In cognitive therapy, mentalisation is never far from being the central concern. All cognitive therapies employ techniques that encourage learning by restructuring dysfunctional thought patterns, and enhance basic selfreflective skills, such as secondorder thinking and naming of thoughts. For example, in drawing attention to automatic negative thoughts and their influence on mood, the therapist does more than address the named maladaptive processes. The therapist also enhances the patient's awareness of how their mind
Box 2 Contingent marked responding
Contingent marked responding is reacting appropriately in terms of affect, tone, timing and content, to someone's (emotional) expression, but marking this mirroring response to signal that the affect expressed is in response to the original communication rather than spontaneously arising within the responder, e.g. the therapist shows concern in response to the patient's distress, rather than crying or becoming distressed.
works. Similarly, reflecting on habitual thought patterns involves mental elaboration -making what had been preconscious now functionally fully conscious. Even the most behavioural features of cognitive therapy, such as taking an empirical attitude towards the validity of one's thoughts and challenging global negative thinking, in addition to addressing these dysfunctional features, promote curiosity, inquisitiveness and flexibility in thinking.
Mindfulness training
More recently, mentalising and other activities that are so closely related as to be almost indistinguishable have taken centre stage in CBT. Mindfulness training (Teasdale 2000; Segal 2002; Brown 2003; Hayes 2004; Lynch 2006; ChoiKain 2008) for depression explicitly aims to change the patient's relationship to depressive thoughts and feelings rather than the content of the thought. In doing so, mindfulness training enhances awareness of thoughts and feelings and promotes a mentalising stance by drawing attention to the unceasing flux in mental states. Mindfulness training is highly effective in preventing relapse in depression; those skilled in these techniques have enhanced right orbitofrontal function (associated with improved capacity to regulate negative affects) compared with those who are untrained (Davidson 2003) .
Interpersonal psychotherapy
Techniques that promote mentalising in inter personal psychotherapy are also fairly close to the declared focus of the treatment (e.g. Mufson 1999; Markowitz 2007) . Interpersonal psychotherapy implicitly draws attention to mentalising in relation to others' mental states, while also promoting selfawareness with an eye to interpersonal problemsolving in the here and now. There are numerous specific techniques that we would expect to promote mentalising in interpersonal psychotherapy, such as the encouragement of affect to help patients understand, regulate and express their feelings; the extensive use of clarification of interpersonal experience, which in turn often includes communication analysis; and the use of the therapeutic relationship for identifying such problems.
Patient-centred therapy
Similarly, we do not have to look far to find specific techniques that promote mentalising in patient centred therapy. In fact, one might consider the patientcentred approach to be the prototypical mentalisation therapy, as it has sensing the perspective of the patient (i.e. empathy) as its pivotal point. The inquisitive stance (as described in Bateman (2004 ) echoes Carl Rogers' (1951) recommendation that empathic comments be conveyed tentatively.
Beyond this issue of style, patientcentred therapists work to clarify their patient's position in order to enable them to create a congruent and integrated self. In so doing, they will inevitably help the individual to develop greater mentalising capacity.
Behaviour therapy
We could even make the case that classical behaviour therapy involves mentalisation. When patients are taught new responses to fearinducing stimuli, changes occur in the ventral prefrontal cortex and amygdala, which are involved in fear reactions (LeDoux 1988) . Techniques that involve nonverbal or physical interventions probably also engage the brain in learning new meanings, either directly through neural networks in the amygdala or indirectly by improving symbolic function (i.e. the translation of affect into cognitive imagery). Naming feelings reduces amygdala activation and therefore changes both synaptic function and the experienced level of distress (Costafreda 2008; Vrticka 2008). transference, hyperarousal of the attachment system and mentalising As discussed earlier, it is almost inevitable that the therapeutic relationship will activate the attachment system, especially in individual therapies. But does this inevitably contribute to healing, as Bowlby (1988b) suggested? In their earliest encounters with the psychotherapeutic process, Freud & Breuer (1895) discovered that at least in some individuals the intensity of the bond stimulated may be nothing short of overwhelming.
Psychotherapeutic 'hyperactivation' of the attachment system is especially likely to occur in individuals whose attachment systems are insecure. The emotional challenge of the therapeutic situation gives rise to mild anxiety or even distress in the patient, which is biologically programmed to activate the attachment system and generate 'proximityseeking' behaviour designed to elicit caregiving behaviour from the adult. A sensitive therapist responding humanely to interpersonal distress will trigger the psychological cues selected over millennia to generate a powerful affectional bond in the patient.
The activation of the attachment system may be benign and selfresolving in secure individuals, but these individuals are not likely to be seeking How mentalisation changes the mind therapy (van IJzendoorn 1996) . The majority of psychotherapyseekers will have insecure attachment histories; and for these people, the reactivation of attachment relationship schemata will inevitably create emotionally challenging experiences in relation to the therapist. Whatever the specifics of the history, the activation of childhood relationship schemata may be expected to create repeated emotional challenges in the therapeutic experience of an individual with insecure attachment history. The distress and anxiety generated by these challenging experiences will trigger the attachment system further, generating more proximityseeking, caregiving and strengthening of the affectional bond, with greater potential for emotionally challenging encounters with the therapist, particularly for those in whom highconflict internal working models have been activated.
Consider the fictitious but clinically accurate case of Harry (Box 3). Harry is likely to find individual therapy both soothing and arousing. He will be hypersensitive to situations where the therapist (caregiver) fails to be immediately attentive, and he may be especially sensitive to the comings and goings of other patients for whom his therapist has professional caring responsibility, although he himself may not be aware of this. Depending on our model of psychotherapy, we could look at this type of scenario in two different ways. We can explore Harry's social difficulties in terms of the hyperactivation of his attachment system, triggered by implicit memory cues, and provide him with a secure base that supplies him with new information, supports him in exploring rather than avoiding fears, and challenges negative cognitions. We can also create an opportunity for him to work through the hyperactivation of the attachment system as it occurs in the therapeutic relationship itself. Using the therapeutic process gives immediate opportunities for experiencing and reflecting on a complex and conflicted relationship model that is already being triggered in numerous other relational contexts. This would clearly be the preferred approach of most psychodynamic psychotherapists (e.g. Davies 2004 ). Even from a CBT perspective, we may see justification for exploring emergent schemata in the here and now, testing their validity and robustness (Young 1999 ).
Benefits and risks in the psychotherapeutic process
There is a certain amount of evidence to indicate that effective psychotherapeutic treatment is associated with improvements in mentalisation (Target 2003; Levy 2006a,b) . In randomised controlled trials, mentalisationfocused treatments have been shown to be effective for disorders such as borderline personality disorder and preventive interventions for violence ). Even in severe mental illnesses, such as schizophrenia, psychological therapies that improve basic reflective function lead to improved social performance (Lysaker 2010) .
However, from the perspective of the mentalising model of psychotherapeutic efficacy, the hyperactivation of the attachment system calls for caution. There is good evidence that intense activation of the neurobehavioural system underpinning attachment is associated with deactivation of arousal and affect regulation systems (Nolte 2011) , as well as deactivation of neurocognitive systems likely to generate interpersonal suspicion, i.e. those involved in social cognition or mentalisation, including the lateral prefrontal cortex, medial prefrontal cortex, lateral parietal cortex, medial parietal cortex, medial temporal lobe, and rostral anterior cingulate cortex (Bartels 2000 (Bartels , 2004 Mayes 2000 Mayes , 2006 Satpute 2006; Lieberman 2007) .
The saying that love is blind exists in most human languages and encodes the incompatibility of powerful activation of the attachment system with meaningful (as opposed to ruminative) contemplation of mental states. Put simply, as attachment intensifies and arousal increases, mentalisation switches from a primarily controlled, reflective, internally focused, cognitively complex, prefrontally guided process to an automatic, externally focused, emotionally intense, posterior cortically and subcortically driven one.
Box 3 Harry's game
Harry seeks therapy because he has depression and is anxious around people. Although good at his job as an accountant, Harry has few friends and has not had any emotional/sexual relationships for some time. Harry's negative automatic thoughts include persistent thoughts of being unpopular and perceiving that others exclude him from social events. He describes an anxiety that his female boss favours a new and more junior female colleague, and recently described having a panic attack when he saw them having coffee together during the lunch break.
Harry is bright and articulate. He engages well with his therapy and does his homework. He can 'see' that it is not really likely that his colleagues are excluding him, and he finds the cognitive challenges to his assumptions and formulations helpful. By the end of 12 sessions, he reports feeling happier at work and more able to propose socialising and joining in with others. However, he also reports still feeling anxious around his boss, and is now aware of feeling tearful in her presence.
The therapist now takes a more detailed attachment history. Harry describes feeling that his mother rejected him when he was in distress as a boy, although he understands now as an adult that she may have been distracted by his maternal grandfather's long illness and death. He also reports that he felt that his sister (5 years younger) received more unconditional care.
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How might this affect psychotherapy?
Given that the overarching aim of psychotherapy is to enhance the capacity for mentalisation, if overactivation of attachment aspects of the therapeutic relationship undermines mentalising capacity in the patient, then the patient may no longer benefit from either the treatment or the relationship it offers. At that point the enactments of insecure relationship patterns come to dominate the patient's mind and colour their experience of the therapeutic relationship: the resulting (mis)perceptions are experienced 'as if real' in the nonmentalising transferential heat of the disorganisation of therapeutic attachment. Patients may complain that the therapy is unhelpful or unpleasant, may actively see the therapist as abusive, and/or drop out of therapy altogether. Alternatively, patients may make intense attachments to therapists, who are then idealised and/or seen as 'perfect' sexual partners.
How might the therapist address this problem?
The intensification of attachment aspects of the therapist-patient relationship will initially play an important role in strengthening the patient's focus on mental states. To benefit from this focus on mental states, the therapist has to retain a capacity for marked mirroring. This means that the therapist (like the securely attached mother) is able to indicate attunement and compassion for the patient's affects, rather than feeling these emotions themselves (or feeling overwhelmed by them) (Strathearn 2009 ). In addition, the therapist must be able to indicate attunement and compassion while communicating self-other differentiation by 'marking' their mirroring with indications of coping in their affect displays (e.g. exaggerated, sloweddown, schematic or only partial motor execution of their primary canonical motor pattern (Gergely 1996 (Gergely , 2004 (Gergely , 2007 (Gergely , 2008 Fonagy 2002) ). Work on filmed shortterm therapy has demonstrated that experienced and effective therapists show less obvious affect on their face when with patients than inexperienced therapists (Anstadt 1997) . Perhaps experienced therapists are more aware that showing too much empathy could overstimulate the patient. To be optimally effective, they must be able to stop short of attachment system hyperarousal and must avoid intensifying attachment relationships to the point that risks disorganisation.
When working with patients with highly disorganised selfstructures (e.g. severe personality disorder), the therapist must be aware of moment tomoment changes in the patient's mental state and must be ready to step back from the heat of the encounter . Tragically, as noted elsewhere , interpretations demanding considerable reflective capacity are often given when the patient is least able to adopt an intentional stance to parse and implement the implication of the therapist's comment.
the mystery of psychotherapy: the unique duality of love and mentalisation
It is the contention of this article that psychological therapy works by simultaneously activating what may be two mutually inhibitory sets of brain systems. The therapist attempts to enhance mentalisation by using specific techniques (interpretation of actions and interactions, calls for reflection) and generically encouraging and taking an interest in the patient's mental world. At the same time, the therapist also deliberately and purposefully activates the attachment system and creates a paradoxical state by maintaining the requirement for a mental state focus. We hypothesise that this complex mental state (which has been previously labelled 'mentalised affectivity' (Fonagy 2002) ) ensures the insight into emotional experience which the psychotherapies are uniquely able to provide for patients.
For both parties to the therapeutic encounter, it can be quite a challenge to maintain a mental state focus while also keeping the attachment system active. This is perhaps where the science of psychotherapy enters into the realm of performance art (Allen 2006) . The paradoxical pattern of activation is maintained by (a) the titrated activation of negative emotions as the therapist encourages the patient to confront current adversities and traumatic experiences, and (b) the encouragement to retrieve affectladen episodic memories, including traumatic ones.
Two neural networks that play a role in mentalisation have been consistently reported to be relatively active during exposure to stimuli believed to activate either parent-child love (picture of own infant) or romantic love (picture of loved partner) (Bartels 2000 (Bartels , 2004 . The first is the network that includes the middle prefrontal, inferior parietal and middle temporal cortices, mainly in the right hemisphere, and the posterior cingulate cortex. This network is engaged in the mediation of attention and longterm memory, has variable involvement in both positive and (mainly) negative emotions, and is thought to underpin the interface of moodrelated memory and cognition.
The second network includes the temporal poles, parietotemporal junction and mesial pre frontal cortex. It is known to be activated in tasks of social trustworthiness, moral judgements, How mentalisation changes the mind theoryofmind tasks, solely negative emotions and attention to own emotions, and is thus likely to underpin the ability to determine other people's emotions and intentions and take an intentional stance towards the self.
How is psychotherapy unique, and is there a clue as to how it might work?
If psychotherapy demands the paradoxical acti va tion of two normally mutually inhibitory systems within the brain, what does this achieve? Why is it essential for therapy to activate the attachment system? Why is therapeutic alliance a necessary condition for change? Why is it that stronger alliance predicts greater change, with early alliance predicting improvement in symptoms at the end of treatment (Orlinsky 2004) ?
Therapeutic technique activates systems associated with negative emotions, whereas social and moral judgement and mentalising will be partially inhibited by the attachment system. The patient is asked to look at memories and thoughts about themselves, while making use of the wiredin connections of the attachment system to 'anaesthetise' the patient from the full reality of the experience. Unless the attachment system is overaroused, the patient looks at himself through rosetinted spectacles that the attachment system (when moderately active) may evoke.
Psychotherapy thus entails intense thinking about feelings, thoughts and beliefs in the context of attachment. The activation of attachment feelings creates a brain state that removes the dominance of constraints on the present from the past (longterm memory) and creates the possibility of rethinking and reconfiguring intersubjective relationship networks. In psychoanalytic discourse, authors have used Winnicott's concept of 'transitional space' (Winnicott 1953) to denote this particular therapyspecific mental state (e.g. Gaddini 1970; Elmhirst 1980; Adler 1989; Auerbach 2001) .
In considering the origins of dynamic psycho therapy, Freud (1900) came upon the following comment by Schiller, published in 1788:
'on the other hand, where there is a creative mind, Reason -so it seems to me -relaxes its watch upon the gates, and the ideas rush in pellmell, and only then does it look them through and examine them in a mass' (p. 103).
Freud believed this to describe the phenomenon of deactivated constraints on cognition that we are also attempting to describe here. Freud (1900) goes on to recognise explicitly the same phenomenon, but misses the crucial role that attachment (the therapeutic relationship) has in making the process possible:
'an attitude of uncritical selfobservation, is by no means difficult. Most of my patients achieve it after their first instructions. I myself can do so very completely, by the help of writing down my ideas as they occur to me' (p. 103).
We can bring no evidence to bear on the extent to which Freud's statement about his ability to achieve this state of mind by himself can be considered veridical. Let the record state, however, that since Freud, few have found self understanding and insight readily on their own without the presence of another mind skilfully working to create and maintain a setting within which acute selfperception is possible because overwhelming moral scrutiny is reined in. the therapist's mind
The processes described earlier are also relevant to what is happening in the therapist's mind. Insofar as the therapist is being called upon to be a caregiver, their attachment system will also be activated. If the attachment system is an organisation of both careeliciting and caregiving behavioural patterns (George 1996) , then activation of the attachment system may be present in the therapist, no matter what school or technique. Mild activation of the attachment system appears to facilitate mentalisation and thus helps the therapist encourage the patient to adopt a controlled, internally focused, self-other differentiated stance towards their mental state.
However, for reasons that may have evolutionary significance, the intense activation of the networks underpinning attachment feelings and experiences also appears to inhibit the intensity of cognitive and emotional scrutiny over mental contents. This state of affairs creates a unique opportunity for the psychotherapist. By balancing the activation of attachment against the presentation of negative mental contents, they are able to present new stimuli (mental contents) to the patient without evoking mental resistance against the incorporation of new ways of experiencing the world into existing cognitive-emotional schemata.
This process can be compromised by the hyperactivation of the attachment system. This is predictable given what we know about the attachment system and psychotherapy. If/when the therapy itself gives rise to distress and fear (perhaps because material emerges that frightens the patient or the therapist is unable or unwilling to contain that fear), it is inevitable that the patient's attachment system will be activated. Proximity seeking to a therapist without the capacity to soothe or who creates additional anxiety will generate a state of affairs in which the patient's attempts to gain reassurance and comfort from the therapist will increase their distress, further activating attach ment and leading to a disorganisation of the therapeutic attachment system. This is, of course, most likely to occur with individuals who have had adverse attachment experiences; when these are reactivated by the process of therapy, it is likely to lead to feelings of distress in the context of the therapeutic relation ship. In such cases, the balance of mentalising and attach ment needs to be redressed before meaningful therapeutic work can begin. If this is not achieved, the treatment might become one of those 5-10% of cases where therapy not only fails to lead to improvement but causes unintended harm to the patient (Lilienfeld 2007) .
Hyperactivation of the attachment systems may also help to explain why some therapists lose their capacity to be attuned and reflective, and in fact lose their mentalising function themselves. Such a loss of attunement can result not just in deficits in mirroring and the generation of more anxiety for the patient. It may also result in the therapist acting out inappropriate behaviours, such as developing emotional and sexual relationships with patients. Such lapses of mentalising are known to be more common with patients who have highly disorganised attachment histories as a result of childhood abuse (Kluft 1990) or where the therapist is undergoing some attachment crisis in their own lives outside the therapy.
improving access to all psychological therapies
As we have seen, there is clear neuropsychiatric evidence that psychological therapies change the brain. We suggest that this is because the psychological therapies provide an environment in which the patient is repeatedly exposed to new perceptual stimuli, making new learning possible. New stimuli include new approaches to monitoring one's own thoughts and feelings; new verbal formulations of experience; new behavioural responses to fear; or new appraisals of experience encoded in memory.
All psychotherapeutic techniques enhance mentalisation processes to some degree, although some techniques may be more effective than others, depending on which aspect of mentalisation is in need of reinforcement. All patients in mental distress can benefit from psychological therapy, but it is important to use the right technique for the presenting complaint, and to regularly review the patient's treatment needs. No psychological techniques should be excluded from the therapies available to patients on the basis of the current evidence, and wouldbe therapists need to be thoughtful about their own attachment histories.
